Abstract
Introduction
Community health service (CHS) is an important means to provide a comprehensive, universal, equitable, and affordable healthcare service worldwide [1, 2] . To ensure full play to the functions of CHS, many developed countries adopt the gatekeeper policy, with CHS providers as gatekeepers to attract, guide, or channel residents to seek healthcare in CHS institutions [3] [4] [5] [6] .
In China, after several decades' health care reforms, the government has now taken a step forward in strengthening the tiered medical system where CHS institutions care is for common illnesses and hospitals care is for serious diseases, of which the gatekeeper function of CHS is a key and contentious point. The gatekeeper policy of CHS requires a patient to visit a healthcare provider in his designated CHS institution first, and, if necessary, get the provider's referral before seeing a specialist or going to a hospital. This policy is widely implemented in many developed countries, such as United Kingdom, Spain, Switzerland, and the Netherlands [7] [8] [9] [10] , and has been proved that it can improve healthcare continuity and coordination, reduce inappropriate use of specialty care and hospitalization, and reduce overall health expenditure [11] [12] [13] .
However, even though China has invested in building the network of CHS for nearly two decades [14] , CHS falls far short in meeting the expectation as the nation's primary care providers. Chinese patients have the freedom to choose any medical institutions, including CHS institutions and all kinds of hospitals, as their first recourse for treatment [2] . Many patients, even with common diseases, are more inclined to see doctors in hospitals, aggravating the difficulty and expensiveness of getting medical treatment and going against the fundamental principle of the tiered medical system. For these reasons, China started experimenting the gatekeeper policy.
To evaluate the feasibility of this policy in China, Shenzhen, a developed south city neighboring Hong Kong, was selected as the first pilot city to implement the gatekeeper policy in 2006. In Shenzhen, migrant workers coming from all over the country account for over 80% of the city's current population. Since 2006, a labor health insurance system has offered coverage to all migrant workers and their families, and each enrollee is bonded to a CHS center for first health service and is required to get his or her designated CHS center for referral for care elsewhere. Enrollees who seek care elsewhere without referrals of CHS institutions are to pay for themselves out-of-pocket. There are many possible reasons that patients are dissatisfied with this policy, first of all, because of restrictions on their free choices.
Taken into consideration of the importance of patient satisfaction on implementing and spreading this gatekeeper policy in China, we conducted this study to assess patient satisfaction with this policy and its influencing factors in Shenzhen, in a population that has had eight years of experience with this policy.
Methods

Ethics statement
The study protocol was approved by the Research Ethics Committee in Tongji Medical College, Huazhong University of Science and Technology, Wuhan, China. All the participants read the purpose statement of the investigation and provided written informed consents. We conducted the present investigation in accordance with the approved protocol.
Participants and sampling
Our study design was cross-sectional. Data were collected from May 1 to July 28 2013 in the city of Shenzhen, Guangdong Province (Southern China). Multistage sampling was conducted to recruit participants. We selected Baoan District, the largest administrative district of Shenzhen, as our study site, and four sub-districts in Baoan District were randomly chosen. In each sub-district, we randomly selected two CHS centers. In each CHS center, we interviewed 500 outpatients who were from a convenience sample of patients at the CHS at the time of the visit. Outpatients younger than 18 years old were excluded. A total of 4000 participants signed informed consent and filled in the questionnaires. Of the 4000 questionnaires, 3848 were completed and collected, and 152 questionnaires were excluded because of too many missing data. The overall response rate was 96.20%.
Questionnaire design
There were no standard questionnaires for our study. Therefore, we designed the questionnaire ourselves in view of our study purpose. Our structured questionnaire contained four sections: socio-demographic information, health status and health-seeking behavior, awareness and understanding of the gatekeeper policy, and satisfaction with CHS and the gatekeeper policy.
Socio-demographic information included gender, age, marital status, education level, and income per month. Health status and health-seeking behavior comprised of self-reported health status, chronic non-communicable diseases, and referral experience. Items about awareness and understanding of the gatekeeper policy of CHS contained awareness of the gatekeeper policy, familiarity with relevant polity about the gatekeeper policy, and view of CHS institutions' condition and capacity of implementing the gatekeeper policy. Items of satisfaction with CHS center and the gatekeeper policy covered satisfaction with convenience of seeing a doctor, waiting time, environment, medical facility, technical level and service attitude of general practitioners, proportion of expense reimbursement, difference of medical expenses between CHS center and general hospital, and satisfaction with the gatekeeper policy. All satisfaction measures were scored using a single 5-point Likert scale [15] ranging from ''very satisfied" to ''very unsatisfied" and coded in values from 1 to 5.
Investigation process, data collection, and quality control
The study was organized and coordinated by Huazhong University of Science and Technology and Health Bureau of Baoan District. Following the study protocol, senior investigators from Huazhong University of Science and Technology provided training to junior investigators, and, the junior investigators carried out the survey on the patients at the exit of CHS centers. The senior investigators checked the collected questionnaires daily to conduct quality control. The data was double-blindly entered into the database by two different researchers using EpiData 3.0 to guarantee the correctness.
Statistical analyses
All statistical analyses were performed using the Statistical Package for Social Sciences Version 13.0 for Windows. Descriptive analysis was carried out for socio-demographics data, selfreported physical health status, care seeking behavior, and satisfaction with CHS. Patient satisfaction with the gatekeeper policy was calculated and compared by socio-demographic characteristics, health status, care seeking behavior, and satisfaction with CHS. Chi-square tests were conducted to compare the satisfaction with the gatekeeper policy between subgroups. Multivariable logistic regression analysis (the entry method of independence variables is 'Enter') was used to analyze the influencing factors of patient satisfaction with the gatekeeper policy, with socio-demographic characteristics, health status, care seeking behavior, and satisfaction with CHS as the independent variables. We included only the variables as the independent variables if the results of corresponding bivariate analysis were statistically significant. Adjusted odds ratios (ORs) and P values were calculated. For all comparisons, differences were tested using two-tailed tests and p values less than 0.05 were considered statistically significant.
Results
Demographic characteristics of the participants
Most of the participants were younger than 40 years old (85.88%) and only 0.18% respondents were 66 years old or above. More than half of the participants were females (56.51%). Of the participants, 73.23%, 25.94%, and 0.78% were married, unmarried, and divorced respectively. The educational level of most respondents was middle school (83.10%). More than 90% of the participants had incomes per month less than 4,917 RMB (Table 1) .
Patients' satisfaction with the gatekeeper policy and its influencing factors
Of the respondents, 28.17%, 47.27% and 24.56% were satisfied with, neutral to, and not satisfied with the gatekeeper policy respectively. Bivariate analysis shows that gender, age, and educational level were significantly associated with satisfaction with the gatekeeper policy ( Table 1) . Whether the participants had chronic non-communicable disease, whether they had heard of the policy, whether they were familiar with relevant rules about the policy, and referral experience were also associated with the satisfaction. In addition, the satisfaction with CHS (including convenience of seeing a doctor, waiting time, medical environment, medical facility, general medical practitioners' professional skill, service attitude, and proportion of expense reimbursement) had a statistically significant association with the satisfaction with the policy. (Table 2 ) Table 3 demonstrates the adjusted ORs and P values for satisfaction with the gatekeeper policy. Compared with patients with the educational level of primary school or below, those with the educational level of middle school, junior college, and regular collage or above had higher odds for being satisfied with the gatekeeper policy. Patient satisfaction with this policy was associated with education level, familiarity with the policy, referral experience, convenience of 
Discussion
After China started the market-oriented economic reforms in the early 1980s, the widespread, three-tiered healthcare system that offered preliminary yet comprehensive, equitable health services to all collapsed quickly [16] . The disintegration of CHS network resulted in serious lack of access to basic care in general and lack of affordability when patients have to seek care in hospitals in cities [17] . For over a decade, China has invested a great amount of resources to rebuild the three-tier system, with the focus squarely on the bottom tier, the community health service centers. However, China, and some other developing countries, are now faced with the same, persistent problem in maintaining the tiered medical system and the CHS providers, and gatekeeper system with CHS being the designated gatekeepers is considered the most viable and effective solution to this problem. [18] . One obvious drawback of the gatekeeper policy is the restriction of patient choices, and to implement the policy widely and for a long run, policy makers must understand how to improve patient satisfaction given the core principles of any gatekeeper system. Our investigation on patient satisfaction with the gatekeeper policy implemented in Shenzhen, China, and exploration of the influencing factors, would provide important reference information to improve the implementation of the policy in China and other developing countries. Overall, we found that only 28.17% of patients were satisfied with the gatekeeper policy. As is well-known, the low satisfaction represents the residents' passive attitude to the gatekeeper policy of CHS, which can potentially affect the implementation effect of the policy. The emphasis of implementation and extension of the gatekeeper policy should be focusing on residents' (especially patients) benefit. We also found that unfamiliarity with this gatekeeper policy, inconvenience of seeing a doctor in community, longer waiting time, lower medical skill level of CHS providers, and lower proportion of expense reimbursement in CHS institutions increase the odds of patient dissatisfaction with the gatekeeper policy. Our results suggest that the gatekeeper policy implemented in Shenzhen could face substantial resistance among patients and general population. Our analyses on the influencing factors point to several remedies that could improve patient satisfaction with the policy, including more targeted education about the policy, improving CHS services in terms of convenience, waiting time and better staffing. For the short term, increasing the reimbursement rate for services at CHS centers and/or decrease reimbursement for hospital care may improve patient satisfaction with the gatekeeper policy.
Up to now, this is the first original investigation on community residents' satisfaction degree with the gatekeeper policy of CHS, although various policies similar to that of Shenzhen have been implemented in many other cities of China, such as Beijing, Zhuhai, and Nanjing [19] [20] [21] [22] . It will play an important role in popularize the gatekeeper policy of CHS in China. However, some limitations in the present study should be noted. Firstly, the potential influence factors of patient satisfaction with the gatekeeper policy are possibly more than those we investigated, but we failed to identify all of them. Secondly, our sample was from one city and relatively small, although this city is one of the most developed cities in China with high proportion of floating population who are from various other cities in China. More studies are needed to broaden the sample selection and include more potential factors influencing patient satisfaction with the gatekeeper policy, especially those factors for which specific interventions can be devised to improve patient acceptance of the policy.
Another concern should be mentioned about our study. In fact, our results regarding discontent with gatekeeping partly illustrate why few local government in China would require local resident populations with permanent residence registration to accept gatekeeping-as officials state privately, such a requirement might endanger social stability and residents would be resentful. Only the less powerful migrants can be forced to accept such a norm, and clearly do resent it. Other places such as Hangzhou and Shanghai have taken a more tender approach of "bribing" voluntary gatekeeping arrangements by lowering co-payments and facilitation referrals, etc., rather than making CHS first-contact care mandatory.
In summary, patient satisfaction with the gatekeeper policy in China, where CHS centers being the gatekeepers, was low. Educating the Chinese population about the policy, increasing the convenience of seeing a doctor in community, shortening waiting time, improving medical skill level of CHS providers, and increasing reimbursement for CHS services are essential to improving patient satisfaction with this policy.
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